Introduction
Dysgerminoma is tumor of ovary that is composed of primitive undifferentiated germ cell [1] . It is most common malignant germ cell tumor occurring in ovary and these lesions are found most commonly in adolescent and young adults [2] . In fact ,approximately 60% of cases are diagnosed in patient younger than 20years [3] .It is usually unilateral.It tends to occur more often in right ovary and bilateral involvement occurs in 10-15% of cases [4] .Much higher frequency of bilaterality is observed in patients with dysgerminoma associated with gonadoblastoma [5] .It is confined to ovary(stage1)at diagnosis in 60-80% of patient [6] . Extra ovarian spread of dysgerminoma often involves retroperitoneal and pelvic lymph node [7] .These tumor are highly radiosensitive.It is associated with elevated serum level of LDH [8] . Dysgerminoma is characterised by their solid nature and rapid growth.Grossly it is often large(>10cm in max dimension),encapsulated with smooth,often bosselated surface [9] .It is composed of polygonal cell with abundant granular eosinophilic or clear cytoplasm and distinct cell membrane [10] .Nuclei are round,medium sized and relatively uniform with vesicular chromatin and prominent nucleoli.Mitotic figure are usually numerous.Cells grow in sheet,nest or trabeculae that are separated by fibrous septa.Lymphocytes usually present in septa and in lesser number among tumor cells. Noncaseating granuloma,syncytiotrophoblast giant cell and germinal centre formation are not uncommon.Most of these tumor have no endocrine function.A few of them produce elevated level of chorionic gonadotropin,may have syncytiotrophoblastic giant cell.Neoplastic cell express PLAP,CD117,OCT3/4,SALL4 and variably cytokeratin.
II.
Case Report Here we present a case of 16 year old girl presenting with abdominal lump, ascites and abdominal pain.An abdominal ultrasound showed bilateral solid ovarian mass with right ovary of size 11.5cm x7 cm x3 cm and left ovary of size20 cm x14 cm x5 cm.
On gross examination,right ovary is of greyish brown colour with few blackish areas,surface appears irregular. (fig: 1) .Left ovary is of greyish brown with bosselated surface. (fig 2) .Cut section shows few nodules with firm consistency. III. DISCUSSION Zaleadek et al had described six cases of dysgerminoma with syncytiotrophoblast giant cell diagnosed on histopathology [11] .Kim et al described a single case of pure dysgerminoma with syncytiotrophoblast giant cell secreting hCG [12] .Similar reports have been published by Kapp et al and Davidson [4] . [13] .It is associated with excellent prognosis. Patient have 5 years survival rate of greater than 95% for stage 1A tumor(confined to ovary) and 85% in cases of advanced stage or recurrence [14] .Clinically dysgerminoma may present as abdominal mass or with pelvic pain on pressure.Among malignant GCT of ovary, elevated hCG levels are most frequently observed with choriocarcinoma and embryonal carcinoma [15] .However dysgerminoma containing syncytiotrophoblast giant cells (5% of cases)may also produce hCG [16] .Pure ovarian dysgerminoma with associated elevation of hCG are rare(2%)and their optimal management is clear.Although the presence of syncytiotrophoblastic giant cell alone in dysgerminoma does not affect prognosis.It is important to rule out the presence of nonseminomatous germ cell tumors.
IV. Conclusion
Bilateral ovarian dysgerminoma is relatively uncommon but presence of syncytotrphoblast is a very rare presentation. Although it does not affect prognosis but cases should be carefully examined in patients with raised hCG level.
